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MANENT RECORD

{

WRITE PLAINLY—USE UNFADING BLACK INK-—MAKE A PER

DEPARTMENT OF COMMERCE

AR5 15 B8

Registration District No

MISSOURI! STATE BOARD OF HEAL.TH '

STANDARD CERTIFICA

Primary Registration District Nn I __

25794
=

DEATH

State File No..

Registrar's No.

1. PLACE OF DEATH,
{a) Ccmnty..._.__...os.a,ge 1.
(&) City or town

} A . ﬁ-..‘-/-‘dﬂa T ALED
= ms FE Y

(If outside oity or town [imite, wiite ~RURAL" and name of township)
- {c) Name of hospital or institution: /

+ (If not in hospital or institution, writs street number or location)
(d) Length of stay: In hospital or institution.

(Specify whether

In this community.
years, months or daya)

Lifetimre

2. USUAL RESIDENCE OF DECEASED:

(a) State % {6) County. CDMJL—

7
(c) City or town...xx.

24
p

-_-(l-i-;;x da‘ci:y or town l.ir-nin. write “RURAL")

(d) Street No.

{1t rural, give location)

&

(e} If forelgn born, how longin U. 8. A.?

Y RiName. Francis. Kaiser .

3. (& If veteran, 3. (¢) Social Security

name war. No.
’5. Color or 6. (s} Single, widowed, married,
4, Sex F 'I race w / divoreed__Married

6. (b) Name of husband or wife....... 6. {¢) Age of husband or wife if

MEDICAL GERTIFICATION

20. DATE OF DEATH: Month..g SO, -, / ? &‘ /
year/ 176/ ___6067;&",1"“&-

hour...

21. I hereby certify that I attended the deceased from .@d.?
193_? to..

that ] last saw h£4.4_alive on M L5 ;

and that death cccurred on :?at and hour amten{ above.

Duration

{c) ;Flace ‘burialor mmmmphﬁhi___—
18. (g) Signature of funeral mmrldopton_.mnemlwﬂome

(b) Address Linn Mo,
10, (a) .2 /.25‘/:/! Mml/%-—,;m
(Dats raceived Meal regintrar) &~ 7 aHogistrar's signatdrg)

Chas . Kaiser alive ... 19 years|| Imm cause of death
7. Birth date of deceased 2 2 864
(Month) (Day) (Year)
8. AGE: Years Months Days If less than one day Due to_ml - .Q,@Ej _____ g . .H:fbﬁ_,
- 1
77 3 21 hr. min, {73
Due to. A —
9. Birthplace.. ... 2 Mo. . . YAV S )
(Cley, town, or county) {Stats or foreign conntry) " ™\ \
10, Usual occupation ... House . wife: Ot(l;‘;e:lzzxfﬂom iy e ootk
:é. Industry or business Mo e PHYSICIAN
({12 Neme .. Joseph Knesterataphan I Y6f opcration —
= H thUndcrlIz‘:e
13. Birthplace _— & causs to
Fa {City, town, or county) (Buh or foreign eoyf;nl.r;‘) -0t w}?mbl?:leath
E 14, Maiden name ANNA_Pauermann atitopsy. :il f;lubmf
+5).15. Birthplace ~— Germany = - stically.
=" \ (City, tawn, or connty) f  (Siateor foreigm country) 22, If death was due to external causes, fill in the following:
~ N _—— T
16~ &5 Taforn }:*____ Vs O eErRdsy (6) Accident, sulelde, or homiclde {specify)
®), Addressx. Freeburg Mo. R. % . (5) Date of occurrence
17. (a) 'Pn ‘r""l =] (4} Date thereof... D=2 8=41 (¢) Where did injury occur? TP — e
(B""l'“““’“‘”" or removal) i (Month) (Day) (Year} (4} Did injury occur In or about home, on farm, in indnltrgal place in public place?

(Specity typs of place)
While at work2 {) M of inj

23. Signature S. e
Add!ﬁM-g—a-«e‘—ﬂ.—. Ll

ury.

(M.D. m@ :

/_ Date signedd’ {@&%

" i f\J— (Licensed Embalmer’s Statement oo Reverse Side) ’



* STATEMENT BY LICENSED EMBALMER . Tt

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me, of byl

Reg1stered Apprentlce Nn

working under my personal supervision.

L:censed Embalmer No ’?! / 25

Note: - The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Fanlure to comply witl
the above constitutes ground.s for revocation of license.) .
“- . If this body is no‘t cmbalmed, fact shol_lld be so stated above.




